Introduction
Over 152,000 refugees and asylum-seekers currently reside in Malaysia who are registered with the United Nations High Commissioner for Refugees (UNHCR), with over 18,000 originating from countries other than Myanmar including 5,260 Pakistanis, 2,380 Yemenis, 2,330 Syrians, 2,250 Somalis, 2,090 Sri Lankans, 1,460 Iraqis, 1,150 Afghans and 740 Palestinians, among others (UNHCR, 2017a) . Malaysia is among the top 10 countries that facilitate third-country refugee resettlement; in 2016, 5,949 cases were submitted and 8,106 persons departed for resettlement (UNHCR, 2017b) . Although the Malaysian government allows UNHCR to operate in the country, refugees have limited legal rights, few social and health supports and widespread economic insecurity (Buscher & Heller, 2010; Smith, 2012) .
There are a limited number of non-governmental and community-based organisations in Kuala Lumpur, Malaysia, that provide basic support for refugees. However, given the large majority of refugees from Myanmar, language services in these centres are often available only for Burmese and Rohingya-speaking populations. Refugees from countries such as Afghanistan, Iraq, Syria, Somalia, Pakistan and Palestine experience particular challenges, as fewer linguistically competent community services are available. We collaborated with an organisation serving diverse communities, the Malaysia Social Research Institute, to better understand the mental health needs of Dari-and Arabic-speaking refugees. This study aimed to: (i) assess mental health needs among Dari-and Arabic-speaking refugees and (ii) assess interest in and preferences surrounding group mental health supports.
Background
Few refugees access opportunities for permanent resettlement to a third country, and residing temporarily in a country of first asylum is increasingly common. Although 125,835 refugees worldwide were resettled in 2016, 1.2 million are projected to need resettlement in 2018 (UNHCR, 2017b) alongside over 65 million displaced persons as of 2015. Upon reaching a country of first asylum, refugees are likely to live in poverty, have insufficient food for their families and experience difficulty accessing and affording basic health services (Doocy, Lyles, Akhu-Zaheya, Burton, & Burnham, 2016; UNHCR, 2015) . Families often experience stress, violence, privacy violations and a sense of uncertainty related to where they will live and how they will survive (Afifi, Afifi, Merril, & Nimah, 2016; Hutson, Shannon, & Long, 2016; Thomas, Roberts, Luitel, Upadhaya, & Tol, 2011) , while children encounter disruptions in their education with limited access to schooling (Dryden-Peterson, 2015) .
A study among refugees from Myanmar residing in Kuala Lumpur identified key challenges concerning economic wellbeing, housing, basic opportunities for children, access to healthcare and safety. Without the right to work legally (Buscher & Heller, 2010) , refugee households had difficulty accessing employment and lived in crowded conditions. High stress and ill health were common, as were mental health challenges, harassment and extortion by authorities, partial or non-payment of wages and crime (Smith, 2012) . Female refugees in Malaysia face additional difficulties. An assessment conducted by the Women's Commission for Refugee Women and Children (2008) found that refugee women from Myanmar have limited work opportunities in Malaysia and risk arrest each time they leave their home. Women who are able to secure employment in the informal sector are more likely to experience gender-based violence, arrest and detention (Buscher & Heller, 2010) . Among Iraqi immigrants residing in Malaysia, quality of life was higher among men and among people who were married (Daher, Ibrahim, Daher, & Anbori, 2011) .
Refugees often experience trauma and mental distress, both before leaving their country of origin and when seeking shelter in a country of first asylum (Chan & Loveridge, 1987; Hunt, 2002; Low, Kok, & Lee, 2014) . States of severe stress due to overwhelming circumstances and disturbing experiences can lead to difficulties in emotional regulation, cognitive functioning, self-perception, relationships, somatisation and hopelessness (McFarlane, 2010) . Experiencing or witnessing traumatic events (such as death threats and torture), exposure to war, financial insecurity and political persecution have been associated with higher rates of mental distress among refugees internationally (Alemi, James, Siddiq, & Montgomery, 2015; Almqvist & Brandell-Forsberg, 1997; Keller et al., 2006; Momartin, Silove, Manicavasagar, & Steel, 2004; Thabet, Abed, & Vostanis, 2004) . Displacement-related stressors such as social isolation, poverty, unemployment, a lack of social support, discrimination and a loss of meaningful activity play a major role in causing mental health concerns among refugees (Gorst-Unsworth & Goldenberg, 1998; Kim, 2016; Low et al., 2014; Miller, Omidian, Rasmussen, Yaqubi, & Daudzai, 2008; Miller & Rasmussen, 2010) .
Despite difficult circumstances, people fleeing persecution draw on optimism, adaptability and perseverance to cope with challenging circumstances (Toth, 2003) . Coping strategies include accessing community supports, religiosity and spirituality, gratitude and friendship (Schweitzer, Greenslade, & Kagee, 2007) . While mental health symptoms are not universal, the challenging circumstances many refugees face call for increased attention to addressing mental wellbeing in various settings, including in countries of asylum, such as Malaysia.
Prior research has validated the need for and success of mental health treatment among refugees in non-permanent conditions, including refugee camps or semi-legally in cities as well as among permanently resettled refugees (Goodkind et al., 2014; Hsu, Davies, & Hansen, 2004; Kim, 2016; Mollica et al., 1993; Nguyen, 1982; Otto & Hinton, 2006; Silove, Austin, & Steel, 2007) . Among refugees from Myanmar in Malaysia, mental and emotional distress was common and less than 5% had received mental health treatment in the past year (Smith, 2012) . People migrating as refugees from countries other than Myanmar likely face similar challenges, although research is needed to better understand their circumstances and needs. Culturally tailored or adapted community-based interventions appear promising for refugee populations; these interventions may decrease the likelihood of generalisation among cultures, target areas of mental health specific to the sample and connect participants to valuable resources in the community (Dinos, 2015; Dur a-Vil a, Klasen, Makatini, Rahimi, & Hodes, 2013; Kirmayer et al., 2011; Murray, Davidson, & Schweitzer, 2010; Nazzal, Forghany, Geevarughese, Mahmoodi, & Wong, 2014; Weine, 2011) . Assessing the perspectives, interests and needs of refugee communities enables development and adaptation of appropriate and accessible mental health services. With the goal of informing mental health services, we sought to assess distress and service feasibility. Each research assistant visited the Healthcare Program at various open-clinic days and times, approaching all participants who spoke either Dari or Arabic (these language groups included the majority of those attending the Healthcare Program during this time period) while they waited to see a doctor. This convenience sampling approach was supplemented by encouraging participants to share information with friends and family members who might be interested in participating. Potential participants were asked whether they were interested in participating in a research study about health and mental health. Those who chose to participate met with the research assistant in a private location within MSRI or place of the participants' choosing to learn more about the study, give informed consent, and answer a series of interview questions. Approximately 20 of the people approached were not interested in participating, primarily due to limited time. All materials were translated into Dari and Arabic, and interviews were conducted in the participant's chosen language. While the RHS-15 instrument was available in participant languages, all other measures were translated by research assistants who were refugees and native speakers of Dari or Arabic. The research team, consisting of the first and second authors as well as research assistants, reviewed each question together to ensure understanding of words and concepts. Sections of the translated documents were back-translated and reviewed by other native-speaker research assistants to ensure accuracy. Interview length ranged from 15 to 90 minutes, with an average time of 25-30 minutes. In total, 86 people completed the interview. Of these, 12 participants were referred to the study through word of mouth. Participants were compensated RM 5 ($1.2 USD) for their time.
Method

Measures
Socio-demographic characteristics. Socio-demographic characteristics assessed included age, marital status, whether participants had children, educational attainment and time spent in Malaysia. Age was a continuous variable measured in years, and ranged from 19 to 66 years. Marital status was grouped into two categories: married and unmarried (single, widowed or divorced). Educational attainment was grouped into three categories: less than secondary school, secondary school, college. To measure time spent in Malaysia, we asked the open-ended question, 'How long have you lived in Malaysia?' Time in Malaysia was measured in years and months, and ranged from 0 to just under 5 years. Employment status. Participants specified whether they were employed full-time, part-time or unemployed. Because the majority of the participants were unemployed (n 5 83), employment status was grouped into two categories: employed and unemployed.
Food insecurity. To measure food insecurity, participants were asked, 'In the past 90 days, have you always had enough money for food?' Those who responded 'no' were designated as experiencing food insecurity.
Homelessness. Participants reported whether they had always had a regular place to sleep in the past 90 days, with 'no' response indicating homelessness.
Importance of religion. Perceived religious importance was assessed with two questions: (i) 'What religious tradition, if any, describes your current religion?' (ii) 'On a scale from 1 to 10, how important is your religion in your daily life?' Mental health. Mental health and emotional distress was assessed with the Refugee Health Screener-15 (RHS-15) which measures symptoms of anxiety, depression and trauma specifically among refugee populations and has demonstrated high reliability (a 5 0.92) (Hollifield et al., 2013) . The scale has been validated in both Arabic and Farsi, demonstrating high reliability. Written Farsi is nearly identical to Dari; thus, the scale was administered in Farsi with attention to each participant's particular accent and dialect, all of which were understood and spoken by the research assistants. The scale demonstrated high reliability in the Farsi (a 5 0.85) and Arabic (a 5 0.81) subsamples. The RHS-15 is divided into two parts: symptoms (14 questions) and distress (1 question). The symptoms portion presents various indicators such as, 'Muscle, bone, joint pain' and 'Feeling restless, can't sit still', which participants rated on a scale from 0 (Not at all) to 4 (Extremely). The distress portion asks participants to rate on a scale from 0 (No distress/Things are good) to 10 (Extreme distress/I feel as bad as I ever have) the distress they experienced in the past week. A symptom total score 12 or a distress thermometer score 5 is considered positive for experiencing emotional distress.
Group and service questions. Open-ended questions assessed interest in participating in a group
Assessing mental health and service needs V C designed to improve health and mental wellbeing and if so, what considerations, times, topics, barriers and needed services should be taken into account. For example, we asked 'Would you be interested in participating in a group that discusses challenges and strategies for dealing with life as a refugee?' and 'If yes, what considerations should be important when thinking about who is in the group together? Please describe why these are important'. We then specifically asked about gender, language, nationality, age and 'other factors'. We also asked, 'What times of the day and week do you think would work best for you and others?' and 'Are there any particular topics you would like to emphasise or discuss with others?' To assess participant risks we asked about confidentiality norms, first introducing and then asking the following: 'It is important that any information shared in such settings be kept confidential, meaning not shared outside the group. Do you think people will be able to respect this requirement?' Then, to examine potential barriers, we asked, 'What barriers would make it difficult for people to attend group sessions weekly? How could these barriers be overcome? ' We also asked what services were most needed to assist refugees in coping with struggles in Malaysia: 'When refugees are struggling in this country, what type of services do you think would best help them cope with the challenges?'
Data analysis
Quantitative data were analysed in Stata version 14.1. We used descriptive analyses to characterise the sample and explore differences between Dari-and Arabic-speaking participants. Descriptive analyses included independent sample t-tests to examine mean differences of continuous variables and chi-square tests to test for proportional differences in categorical data. Subsequently, an Ordinary Least Squares (OLS) regression analysis was conducted to examine the association of marital status, educational attainment, homelessness and food insecurity with emotional distress. The Ramsey RESET test ('ovtest' command) was utilised to rule-out omitted variable bias in the regression analysis. Missing data were minimal in the quantitative questions; one participant did not answer the question about religiosity and the remainder of questions were answered by all the participants. Stata handles missing data with list-wise deletion, by default. Because missing data were <1%, the default was an appropriate method.
Open-ended questions regarding group feasibility were asked in the participant's preferred language, but answers were written by researchers in English and were not audio-recorded. Research assistants were instructed to document answers in comprehensive detail. After completion of the data collection, two researchers reviewed all answers and used open coding to categorise responses and identify key themes (Creswell, 2007) . Discrepancies were handled by reviewing the context in which answers were provided, and clarifying with the research assistants who had collected the data. For some indicators, such as whether particular factors such as gender and language were important for group participation and success, we compared responses between language groups using chi-square tests. In the open-ended section of questions, participants had no response to approximately 10% of the questions, with more participants providing no answer to the question about ideal group dates/ times.
Results
Nearly all participants (n 5 84) surveyed were female; two participants were male. The average age was 34. Participants spoke either Dari (n 5 58) or Arabic (n 5 28). Dari speakers originated from Afghanistan and were nearly all of the Hazara ethnic group, while Arabic speakers were from Syria (n 5 11), Palestine (n 5 5), Sudan (n 5 4), Iraq (n 5 4) and Yemen (n 5 4).
Most participants were married (n 5 72) and had children (n 5 75), and Dari-speaking participants were more likely to be married (p<0.05). Nearly all participants were unemployed (n 5 83). Higher levels of educational attainment were observed among Arabic speakers (p<0.05), whereas two thirds of Dari speakers had less than a high school education, compared with 14.3% of Arabic speakers; half of the Arabic-speaking participants had attended college, compared with 8.6% of Dari speakers (see Table 1 ).
Religion was important to most participants, at an average of 9.1 out of 10 among Dari speakers and 8.3 among Arabic speakers. Time spent in Malaysia ranged from a few days to 6 years, with a mean of 21 months. More than half of the Dari-speaking participants had experienced food insecurity within the past 90 days (53.5%), compared with 35.7% of Arabic speakers. Those who spoke Dari were also more likely than Arabic speakers to experience homelessness within the past 90 days (20.7 and 10.7%, respectively).
On the RHS-15 scale, 98.8% of participants measured positive for emotional distress symptoms, with an average symptom score of 38.2 -surpassing three times the cut-off score of 12. Scores were similarly high across Arabic-and Dari-speaking participants.
Results of the OLS linear regression models indicated that, on average, those who were married had lower levels of emotional distress than those who were unmarried (b 5 27.29, p<0.05). Specifically, participants who were married had emotional distress scores 7.29 points lower than non-married individuals, on average (see Table 2 ). Education, having children, homelessness and food insecurity were not significantly associated with distress.
Qualitative findings addressed participants' preferences regarding group participation, group features and group process. Findings regarding interest in group supports were nearly unanimous, as all but one participant expressed interest in participating. Nearly half (49.3%) of the participants specified that the group should be conducted in their language, with no significant difference between Dari and Arabic speakers. Nearly a third (29.3%) of all participants indicated that gender was important, in that the group should be conducted only with women. Again, no significant difference existed between Dari and Arabic speakers. Participants placed the least emphasis on nationality and age, with only 9.3 and 6.7% of all participants appraising these as important considerations, respectively. Regarding potential meeting times, schedules varied widely, and no particular patterns emerged. Some participants were more limited due to employment, family or educational commitments. Participants were unsure about the group's ability to maintain confidentiality. Only 12.8% said that they believed people would be able to respect confidentiality. Most participants said 'maybe' or they did not know if people would respect confidentiality (22.1%), some said that half of the participants would likely respect confidentiality (8.1%), and others said 'mostly no' (11.6%) or no one would respect confidentiality (19.8%); 14% of the participants did not answer.
Regarding barriers to attending a group, participants described a number of concerns. The primary barrier mentioned was sickness or health problems (one's own or in one's family). Additional barriers included children's needs and childcare, transportation and distance, general problems, other commitments such as doctor's appointments or English class and not finding the group useful. For example, one participant commented: 'I don't know about others, but about me I tell you if my bigger son [is]at home I can [leave] my kid at home and come here. Otherwise I can't'. Another participant described general difficulties in committing to attend, saying, 'I don't know. There are too many problems'. One participant mentioned transportation costs as a potential barrier to participation. Additionally, one described the relevance of the group affecting whether people will attend, saying, 'If they don't like the class. If it was not useful for them. So they don't come'. Some participants said they didn't know what the barriers would be, or as one participant said, 'I can't say anything about the future'.
Key themes emerged from the open-ended questions concerning topics of interest to address as a group, including the challenges of living as a refugee and dealing with stress. Participants expressed a desire to talk about the difficulties of living as a refugee in Malaysia and finding solutions. For example, people mentioned '. . .a need to discuss about this situation that we have and about progress', 'There are many problems we have in Malaysia', and, '[the group should discuss] about the solving Assessing mental health and service needs
and coping with problems'. People expressed interest in addressing stress and life challenges, such as economic, familial, work and mental health issues. Some also described cognitive grievances, such as, 'I'm always thinking a lot. And blue most of the time' and 'My mind is not working, because I have a lot of problems'. Regarding needed services for refugees in Malaysia, the most commonly emphasised needs included improved or faster UNHCR processing, employment and a stop to police harassment. For example, a participant described, 'Police stop people. Stop refugees to take money. We want to solve this problem'.
Discussion
Emotional distress among this sample of Dari-and Arabic-speaking refugees in Malaysia was high, as nearly all participants screened positive for distress and the average score was more than three times the cut-off score on the RHS-15 symptom scale. These results coincide with the findings of previous research indicating a high prevalence of mental health concerns among refugees in-transit (Afifi et al., 2016; Chan & Loveridge, 1987; Low et al., 2014) , and point to the need for increased attention to basic services, rights and mental wellbeing among refugees residing in Kuala Lumpur. While additional research is needed to understand the lived experiences of refugees in Malaysia, particularly among groups who are not from Myanmar, the high levels of distress observed likely stem from uncertainty about the future, economic insecurity, harassment and risks of arrest and a lack of access to resources experienced in the Malaysian context (Buscher & Heller, 2010; Smith, 2012) . Findings indicated that Dari-and Farsispeaking refugees had been living in Malaysia for an average of nearly 2 years, while experiencing high levels of food insecurity (one third to one half of participants) and homelessness (10-20% of participants). The higher rates of vulnerability among Darispeaking participants compared with Farsi speakers may indicate relatively lower levels of economic resources or social supports among the Dari-speaking population in Malaysia, who also had lower levels of education compared with Arabic-speakers.
As nearly all study participants were female, findings point in particular to the distress experienced by Dari-and Farsi-speaking female refugees in Malaysia. Nearly all participants had children and were not employed. Participant's comments suggest health challenges are common, women have a central role in caring for children and fears of harassment persist. These findings coincide with research identifying challenges experienced by refugee women from Myanmar who live in Malaysia (Buscher & Heller, 2010; Smith, 2012; Women's Commission for Refugee Women & Children, 2008) .
The finding that marital status was associated with a lower emotional distress score is consistent with previous research demonstrating differing psychological results based on marital status (Alemi et al., 2015; Daher et al., 2011; Robards, Evandrou, Falkingham, & Vlachantoni, 2012) . This finding highlights the challenges unmarried individuals and parents may experience, perhaps due to the absence of a spouse who could contribute to the household income, a lack of spousal support within the household and a more limited social network.
Qualitative findings provide insight into service needs and preferences. Similar to refugees from Myanmar (Smith, 2012) , Arabic-and Dari-speaking refugees expressed difficulty obtaining jobs, maintaining a sufficient income and avoiding illness. Participants also expressed frustration with the UNCHR process, difficulty in meeting children's needs and a desire to learn coping techniques. Despite differences in education by language group, we did not observe major differences in group preferences regarding the language or gender of participants. As the majority of participants indicated they would appreciate the opportunity to discuss problems they are experiencing and seek solutions, it is clear that support targeting the mental health of refugees in Malaysia is warranted.
Study findings suggest that supportive mental health services are desirable among this group of displaced persons in Malaysia. Even as participants emphasised concerns about accessing opportunities for permanent resettlement and worries about economic survival, nearly all the participants said they would be interested in participating in supportive group services. Thus, while evaluating basic needs, even in temporary settings, service providers must incorporate attention to mental wellbeing and seek ways to promote coping. The importance of religion (Schweitzer et al., 2007) suggests that religious coping could be a part of supportive services, or that religious institutions may have a role to play in providing supports.
Interest in group supports was widespread, and specific requests for content included a place to discuss challenges as well as to develop coping strategies. Though resources are limited, group supports for participants to address these basic concerns and support one another may be developed even in low resource settings, and should be provided alongside other basic services including food provision, medical care and language classes. With few refugees accessing mental health treatment in Malaysia (Smith, 2012) , group supports may be more feasible and acceptable to implement, and may provide support to more people than would individual therapy.
The stressors emphasised by participants were primarily related to the experience of being displaced (Gorst-Unsworth & Goldenberg, 1998; Low et al., 2014) , highlighting the urgent need for practitioners and policy makers to address the circumstances of the millions of people living in the uncertainty associated with forced displacement. UNHCR and its member countries could streamline the refugee registration process. While the Malaysian government should be lauded for permitting UNHCR to operate, additional protections could be provided to refugees. While temporarily in a country of first asylum, refugees should not experience harassment by the police and could be given additional access to social and educational opportunities. Most importantly, countries should offer additional permanent resettlement opportunities, working with partners across sending, transit and resettlement countries to address the basic human needs of those who have been forced to leave their homes due to persecution.
Limitations
The small sample size limits the generalisability of the study's findings, particularly surrounding Arabicspeaking groups with small numbers of participants from each country. Utilising a convenience and purposive strategy for recruitment within the medical clinic, we likely oversampled those who were more likely to come into the clinic for assistance due to medical or other challenges. Thus, those with higher levels of distress may have been more likely to be included in the study. People unable to come to the clinic, such as men working in the informal sector, were less likely to be included in the study. Our sample included very few males, limiting the male perspective among this sample of refugees. As men represent 67% of refugees and asylum-seekers in Malaysia (UNHCR, 2017a), additional research is needed that assesses and seeks to respond to their unique circumstances. The lack of audio recording of the open-ended responses limits our ability to capture participant sentiment in their own words, and is accompanied by the risk that research assistants from different language groups may have interpreted or documented responses differently. Finally, the singleitem dichotomous measures of food insecurity and homelessness did not permit examination of the extent of these challenges.
Conclusion
Despite its limitations, this study fills an important gap in raising awareness of the mental health and service needs among refugees in Malaysia. Study findings contribute to understanding refugee circumstances in countries of first asylum. Additionally, findings demonstrate a high interest in mental health services among refugees in Malaysia, and elucidate community preferences as well as environmental challenges to service implementation. Findings regarding high levels of distress point to the difficulties facing refugees in Malaysia, suggesting additional supportive services are needed. Indeed, interests in group mental health services suggest that this model may be useful in assisting refugees to manage stress and distress. We recommend that agencies seek to incorporate group approaches as a potentially cost-effective and socially enhancing medium for Dari-and Arabic-speaking refugees in Malaysia, and elsewhere, after examining need, interest and acceptability. Recognising that isolation and an absence of social support can cause mental health issues (Gorst-Unsworth & Goldenberg, 1998; Kim, 2016; Low et al., 2014; Miller et al., 2008; Miller & Rasmussen, 2010; Pernice & Brook, 1996) , and social connection serves to enhance wellbeing (Schweitzer et al., 2007; Simich, Beiser, Stewart, & Mwakarimba, 2005) , groups may provide important relational opportunities alongside skill-building and emotional distress symptom alleviation. Additional research is needed to adapt and test potential group models in various settings, particularly among refugees in countries of first asylum.
